Four out of 661 consecutive patients with permanent endocardial VVI pacing had the pacing lead introduced through a persistent left superior vena cava. It was difficult to introduce the lead from the right atrium into the right ventricle because the tip of the lead tended to be deflected away from the tricuspid orifice. This difficulty was overcome by shaping the lead into a pigtail with 3-4 cm wide loop. This avoided the risk of entering a branch of the coronary sinus in order to reach the right atrium.
subclavian veins and passes down to enter the right atrium through the coronary sinus. Such an arrangement is seldom recognised on the plain chest x ray but because of the unusual course of a lead (figure) it becomes obvious on the screen when a pacemaker lead is being introduced. Once the right atrium is reached through the coronary sinus further placement of a lead in the right ventricle can be difficult because the tip of the lead is deflected away from the tricuspid orifice. It is important to know the technique of implanting a pacing lead through the persistent left superior vena cava because in patients with a single left superior vena cava the only alternative is the transthoracic approach with all its inherent risks. The transthoracic approach seems to be mandatory only in those very rare cases of a single persistent left superior vena cava draining to the left atrium.'7 Such a case has not been so far described in connection with pacemaker lead implantation. There is no need to use active fixation leads with screw-in or pinch-in tips.
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